Subject: Open letter to the editors of Frontiers in Public Health - forced retraction of an opinion article 
from 2014 authored by Dr. P. Goodson — black box science 


To Whom It May Concern, please forward. 


To the Editors, 


Only a science that is willing to be questioned can be an ethical science. That should be the first 
principle of all science journals. Standardized opinions ordered from above are not science. 


Concerning the opinion article from 2014 by Dr. P. Goodson, professor at the Texas A&M University, 
which was retracted against the will of the author by order of the journal’s editors on Oct, 29 2019, 
we would like to comment as follows and at the same time demand that this retraction order is 
immediately declared void. For the article cf. 


e Patricia Goodson [RETRACTED], “Questioning the HIV-AIDS Hypothesis: 30 Years of Dissent’, Front 
Public Health. 2014; 2: 154, published online 2014 Sep 23, retracted 2019 Oct 29, 
https://www.ncbi.nim.nih.gov/pmc/articles/PMC4172096 


This publication is one of the few that addresses the historic fact that many well-known scientists, 
including Nobel Laureates and members of the US National Academy of Science, disapproved of the 
early acceptance of the virus hypothesis of the AID Syndrome and for good reasons continue to do 
so. There is no scientific reason to conceal this fact. 


Many of those scientists were confronted with smear campaigns and personal attacks unheard of in 
the history of modern science. This forced retraction adds to this list. 


It might be that some editors of scientific journals think that science advances by funding alone and 
that modern science with its intimate links to the industry is helped best by producing marketing 
material to support sales. That is also not science. The theory falsifying experiment as well as the 
design of it is always an integral part of the science process. It was, it is and it will always be. 


The false understanding of science is shown by the strange justification of the retraction, which is 
that too many people read the wrong paper, cf. ibid. 


“Since publication in September 2014, the paper has generated more than 91,800 views and 
continues to be shared on social media. By contrast, the two critical commentaries have generated 
less than 19,000 views between them.” 


That is unheard of in western democracies. We will come to the quality of these 2 comments later. 


It is a basic democratic principle that also persons who disagree with the public opinion have a right 
to have their voices heard. This holds especially true in modern society which is often guided by 


expert commissions who advise the government based on scientific and thus supposedly objective 
grounds. 


However, as witnessed in the glyphosate debate and the strange argumentation of the US EPA using 
only selected studies, this process is not always as objective as it is claimed to be. And does the 
recent US opioid crisis not show that it would have been very wise to question the numerous 
publications on the supposed low addiction potential of opioids? Those who did were declared 
opiophobic. Years after the supposed flu pandemic in Asia it was revealed that the alleged savior 
drug Tamiflu did not have the positive effects that were claimed by the manufacturer. Only recently 
we learned that there are only limited benefits of stent use and coronary artery bypass surgery for 
millions of patients with stable coronary artery disease. There is a long list of surprising results of this 
kind. 


In the highly asymmetric relationship between science and the public, the public demands to know if 
other scientists based on their knowledge and understanding disagree with a theory. We will not 
accept a black box science by whose guidelines we are governed. 


Forced retraction of an article written by an independent scientist is one of the most severe 
violations of scientific standards. 


The antiretroviral therapy (ART) as well as HIV diagnosis is a multi-billion dollar business. At the same 
time there are severe side effects of ART which according to many publications are not 
distinguishable from the effects of a virus. The application of these substances and the lifelong 
treatment by these substances must be held to the highest standards. Silencing critics is not a 
measure to establish trust in the required risk-benefit analysis of these substances, especially NRTIs, 
NNRTIs and Pls. 


Already in 2015 the attacks against the reputation of Dr. Goodson and others disguised in allegedly 
scientific commentaries by Kalichman and Karetnikov were painful to read and to many a disgrace to 
science and the scientific community. 


The 1,5 pages of Kalichman consist of personal attacks on the credibility of critical scientists and is on 
a such low scientific level that it is hard to comment on this comment. The model calculation of 
Chigwedere et al. (2008) of lives allegedly saved by ART is cited without mentioning that this model 
calculation is 100% based on the assumed efficacy of ART. There is no proof of this efficacy apart 
from pharma marketing, the more, there is ample evidence for severe side effects which are clearly 
shown in HIV-negative, misdiagnosed persons under ART. To repeat bogus stories from the internet 
about critics of the viral hypothesis of AIDS dying allegedly from the AID Syndrome does not help this 
comment, whatever an AIDS dead is according to the catalog of 30+ diseases that are summarized as 
AID Syndrome (including prolonged fever and diarrhea). However, those who took the medicine, 
especially AZT, were the ones who died. 


The 2,5 pages of Karetnikov come with 3,5 pages of citations but that does not help the quality of this 
work either. CD4 cell depletion is frequent in the absence of HIV, in fact almost every classical 
infection including the A/DS defining tuberculosis reduces temporarily the CD4 cell count. Apart from 
the fact that there is no standard of a normal CD4 cell count also in HIV-negative persons, who’s CD4 


cell count can be persistently as low as 250 cells per ul. A pathogenic effect of SIV in apes did never 
exist and this year an explanation for this on the molecular level was proposed. Already in the works 
of Robert Gallo an HI virus was undetectable in 70% of the cases of adults with Kaposi's sarcoma. 
There is no evidence that even one single medical worker contracted AIDS (not only HIV) froma 
patient. The claimed high specificity of ELISA and Western Blot tests is confused with the very low 
positive predictive value (PPV) which leads to false positive results in about 95% of all tests. And the 
claim that the benefits of ART “far outweights” the risks might be good for the pharma business but 
there is no proof of that. There is not one study on the life expectancy of people under ART that 
discriminates against the reduction in dosage as well as the changing drug regimes in the last 2 
decades. 


The public was often left under the impression that there are no valid arguments to challenge the 
HIV=AIDS hypothesis and the HI virus as the single factor cause of the AID Syndrome. On the 
contrary, there are many open questions concerning the H/V=AI/DS hypothesis which await 
explanation by science for the last 35 years and which neither Kalichman nor Karetnikov mention in 
their allegedly scientific responses. 


e The whole slow virus concept is unjustifiable. There is up to today no explanation how a virus can 
cause harm decades after the infection and after being neutralized by antibodies. 


e The bystander-cell enigma is unresolved until today. An HIV signal is found in only 5% of the CD4 
cells, however, also the not infected cells die in the AID Syndrome. At the same time CD4 cells are 
reproduced in high numbers every day. 


e How likely is it that a death virus from Africa appears for the first time in the 1980s and then in an 
heavily drug dependent and multiple classically infected population (syphilis, herpes, HBV A and B, 
gonorrhea,...) in San Francisco and New York? These people were serious ill without any additional 
virus, however, based on this population the virus hypothesis of the AID Syndrome was developed. 


Mothers and their children being treated today are light-years away from the original AIDS 
population in San Francisco and New York in the '80s. 


e The mitochondrial toxicity of NRTIs cannot be disputed. There are numerous publications on this 
issue. And the lower the drug doses, the longer the patients live? 


e The severe side effects of ART are clearly shown in HIV-negative people under ART who had been 
misdiagnosed. 


e As mentioned in Trickey et al. there was a reduction in the ART regimes over the last 2 decades 
for Zidovudine (AZT) from 59% to 8%, Didanosine from 17% to 1%, Lamivudine from 80% to 19% and 
Stavudine from 40% to 0%. These are strong confounding factors in life expectancy studies which 
cannot be ignored. We are not aware of one single study that discriminates against these factors. 


At the same time the alleged efficacy of ART is one of the main arguments for the hypothesis of a 
viral and thus transmittable cause of the AID Syndrome. 


On the ART regime changes over the years cf. to Table 2 in, 


Trickey et al., “Survival of HIV-positive patients starting antiretroviral therapy between 1996 and 
2013: a collaborative analysis of cohort studies.”, Lancet HIV. 2017 Aug;4(8):e349-e356, 
https://www.ncbi.nim.nih.gov/pubmed/28501495 


e Zidovudine (AZT) and Lamivudine are on the WHO Model List of Essential Medicines. Why reduce 
their application? 


e Long before the introduction of ART, the incidence of AIDS defining cancers in HIV high-risk 
groups was sharply declining. What is the explanation for this? There is strong indication that people 
taking ART suffer more from non-AIDS defining cancers than the untreated population. Where is the 
study that discriminates against the adverse effects of ART in cancer studies? 


e 75% of the stated causes of death by AIDS (whatever an AIDS dead means) is from non-AIDS 
defining causes, which match the severe side effects of ART exactly, especially liver damages, non- 
AIDS defining tumors and cardiovascular diseases. Only 25% of the AIDS dead die from the AID 
Syndrome. How is that explained? 


e Itis claimed without any proof that the side effects of ART can be ignored because the adverse 
reactions are caused by an ad hoc defined immune reconstitution syndrome? For misdiagnosed HIV- 
negative persons that does not work. How banal has research become? 


e The extremely small genome of the HI virus of about 9000 base pairs is now supposed to be 
responsible for a long list of non-A/DS-defining diseases, the so called HIV-related diseases, as 
opposed to opportunistic infections that are supposed to occur after 10 — 15 years as the AID 
Syndrome. 


These so called H/V-related diseases include diabetes, osteoporosis, cardiovascular disease, 
dementia, liver damage and cancer. They match 1:1 the severe side effects of ART. How to 
distinguish the putative effects of a virus from the adverse effects of the therapy? 


e The CD4 cell count can also be transient and permanently at 250 cells per ul or below in HIV- 
negative people. According to current standards perfectly healthy people are defined as being 
immunosuppressed. If these normal and healthy persons are measured HIV+, they are diagnosed as 
having AIDS by the current definition. 


e The CD4 cell count does not discriminate against classical infections, e.g. tuberculosis, syphilis, 
pneumonia, acute pyelonephritis and severe generalized sepsis, or parasites, e.g. malaria and 
babesiosis, as well as malnutrition, sunburn, stress and drug abuse. Infections and drug abuse are 
highly prevalent in high risk groups and infections and parasites are frequent in Africa and other 
developing countries. What does that mean for the diagnosis of the AID Syndrome? 


e qPCR is not reproducible and the only quantitative thing about PCR is the question of seeing 
anything at all. PCR is unsuitable for diagnosis according to the manufacturers and only allowed in 


confirmed HIV cases. However, serological HIV test refer to PCR for confirmation. How does that 
work? Regularly, serological tests and PCR lead to contradictory results. 


e qPCR defines HIV+ measured people with absurdly low viral count as ill. What is the effect of 
some hundreds of viruses (or fragments of viruses) per ml neutralized by antibodies supposed to be? 


e PCR cannot even distinguish between HIV and breast or prostate cancer. 


e There are false positive HIV tests in large numbers, both in Ag/Ab tests and in PCR. The tests react 
cross-sensitively to infections such as tuberculosis and syphilis. The former is frequent in Africa. The 
latter is > 50% coincident in HIV risk groups in industrial nations. The PPV of HIV self-tests is < 1% in 
non-risk groups. What is the effect on the statistics? 


e The HIV prevalence in high-risk groups in industrial nations is said to be around 1:1000 and in 
some regions of Africa it is said to be around 1:5. Where does this asymmetry come from? 


Up to today there is no explanation why the HI virus infects in industrial nations in about 90% of the 
cases men in high-risk groups (MSM, men having sex with men) most of which are drug addicted 
and/or classically infected. 


The alleged epidemic of a sexually transmitted disease is highly asymmetric. In fact, it was highly 
asymmetric already in the 1980s, long before ART and even longer before the so-called prophylaxis 
(PrEP). What is the explanation for this? 


e How does one discriminate in life expectancy studies in Africa or other developing countries 
against confounding factors like malnutrition, classical infections like tuberculosis, cholera or malaria, 
parasites or water poisoned by heavy metals? 


e What are the confounding factors in ART studies in Africa where the participants taking ART 
receive food, drinking water and/or medical care? 


e The ECDC curve for the HIV diagnosis rate in the EU shows between 1985 and 1995 a flat curve, 
and even a downward slope at the beginning. How should this be possible with a new pathogen in 
the population against which antibodies are supposedly useless? Where is the expected exponential 
growth? 


e The HI virus is supposed to induce HERV expression. At the same time, there is no procedure that 
discriminates between HERV and HIV. HERV responds cross-sensitively to HIV Ag/Ab tests. What 
effect does HERV have on the diagnosis of HIV? 


e The co-culture protocol of in vitro studies of HIV works only with PHA and IL-2 activated cells. 
What is the counterpart in vivo supposed to be? At the same time it is known since the 1970s that 
these substances induce reverse transcriptase activity in normal cells and that by activation viral 
structures form also in normal cells. How are these effects discriminated, e.g. in electron 
microscopy? 


e The zoonosis theory is highly flawed and up to today there is no AIDS in apes. There is no animal 
model of AIDS. Recently there have been 2 publications which argue on the molecular level, why 
there is no simian AIDS, cf. 


Warren et al., “A glycan shield on chimpanzee CD4 protects against infection by primate lentiviruses 
(HIV/SIV).”, Proc Natl Acad Sci U S A. 2019 Jun 4;116(23):11460-11469, 
https://www.ncbi.nim.nih.gov/pubmed/31113887 


and 


Bibollet-Ruche et al., “CD4 receptor diversity in chimpanzees protects against SIV infection.”, Proc 
Natl Acad Sci U S A. 2019 Feb 19;116(8):3229-3238, 
https://www.ncbi.nim.nih.gov/pubmed/30718403 


10 years ago, Beatrice Hahn, co-author in Bibollet-Ruche et al. proclaimed a deadly, antiretroviral 
epidemic among apes, based on 7 apes which had died or disappeared in 9 years. Now she writes 
why that is not possible. 


e How likely is it that a pathogenic zoonosis from SIV to HIV occurred around 1930 and not in the 
millennia before? Taking the latency of 10 — 15 years for lenti virus into account around 1930 is on 
purely arithmetical grounds the earliest date for a supposedly pathogenic zoonosis to explain the first 
reports of the AID Syndrome in 1981. How likely is this given the intensive contact of man and his 
ancestors with apes in the millennia before? And this under much worse hygiene conditions. 


e How likely are at least 13 almost simultaneous zoonosis from 3 different species, chimpanzees 
(SIVcps), gorillas (SIVgor) and sooty mangabeys (SIVsmm) to humans around 1930 but none in the 
millennia before? 


e According to the current theory, there is not only one deadly "stealth" HI virus group, but two 
have been caused by zoonosis at the same time. And they differ by more than 45% in their genome. 
How likely is that? 


e Antibodies against HIV define the disease but are otherwise completely useless? There is no 
molecular explanation for this. What do latent and neutralized viruses mean for PCR? 


e Most studies on Long-Term-Non-Progressors (LTNP) require that the delta of the CD4 cell count is 
never negative (A > 0). Even the healthiest person cannot achieve this, one infection and a resulting 
lower CD4 cell count in the test period and this person is by definition no LTNP anymore. Receiving 
ART also prevents from being counted as LTNP. However, if reasonable measures are applied the 
percentage of LTNP amounts to > 20%. What does this say with respect to the fulfillment of Koch’s 
postulates? 


e What kind of infection becomes chronic in 100% of the cases under treatment? 
e Anextremely high mutation rate of the putative HI virus is assumed, in fact the highest ever 


measured in vivo ina living entity. But every mutation, which is a completely random process, leads 
to a functioning pathogen and at the same time is always designed in a way that the virus "escapes" 


the immune system? What role do non-functioning viral structures play in the diagnosis, e.g. by 
qPCR? 


e When budding out of the host cell viruses take away major parts of the host cell membrane which 
are incorporated into the virus hull. Real viruses look much different from the highly symmetric, 
animated 3D graphics given to the public. HI viruses are covered with antibodies which are not visible 
in electron microscopy. Due to the incorporated parts of the host cell membrane they are often not 
distinguishable from extracellular vesicles. What does that mean for the diagnosis? 


e Adirect association between Kaposi's sarcoma, the sign of the AID Syndrome in the 1980s, and 
nitrite use is more than likely. Nitrites were used by 90% and more of the original AIDS affected 
population in the 1980s. What is the HI virus contributing? 


e The 2 patients that supposedly have been freed from HIV underwent stem cell transplantation 
and the cancer was cured at the same time. What does this mean for the many /atent HIV reservoirs 
that are the reason for a lifelong treatment with severe cell toxins? And what about the H/V-related 
diseases supposedly caused by HIV in many different tissues? 


Your ordered retraction reflects how modern science looks like: weak arguments, definitely no 
discussion of arguments but a billion dollar business based on dubious often not even plausible 
assumptions, accompanied by campaigns a la Kalichman, Karetnikov and Chigwedere et al. funded by 
the pharma industry and/or related organisations. And forced measures are supposed to stabilize 
weak theories. 


It is for a good reason that scientific standards do not measure the scientific contribution of a 
publication by the commercialization potential of the results. And as long as the open points above 
are not resolved there is no scientific reason to retract the work of Dr. Goodson. 


We are expecting from you either an explanation of all of the open points above or the immediate 
annulment of the forced retraction of the article. 


Best regards, 
Johannes Kreis 


